At St Mark's Hospital we have records of 20 cases. Of the 13 cases operated upon in the hospital only 3 had the classical radiological picture described by Heilbrun, (1943) and 2 of these had hypokalamia. Perhaps, therefore, these are very late symptoms. Four cases showed some degree of megacolon which was of the paper-thin type in 3 cases. Neoplasms were present in 2 cases and adenomatous polyps in 2; it was, however, the tumour that brought the diagnosis to light.
The surgical management has tended to be radical. Three cases had very limited sigmoid resections and benefited for only a short time; all 3 have had further procedures with beneficial results. However, rather frequent bowel actions with urgency have occurred and it seems as though colectomy and cwcorectal anastomosis is preferable to colectomy and ileorectal anastomosis. This is not unreasonable as prolonged straining at stool must inevitably weaken the sphincters by prolonged inhibition. REFERENCE Heilbrun N (1943) The three main aspects of the problem of curing a chronic fistula are accurate assessment of the pathology, preparation of the patient for repair and adequate surgical access to the fistula. It is emphasized that no attempt should be made to repair a chronic fistula until the patient is free from infection and really fit for definitive surgery. Many of the patients are seriously ill and in very poor general condition. The essential steps are to separate the fiecal and urinary streams, making sure that there is no distal obstruction and providing adequate drainage for any pockets of pus. Some of the problems encountered and the methods evolved for dealing with them were discussed.
The transsphincteric exposure of the rectum previously described (Mason 1970 , Kilpatrick & Mason 1969 ) provides the best access for repair of the fistula.
The patient is positioned prone in the jack-knife position with the buttocks strapped apart, and with the pelvis and chest supported so as to leave the abdomen free for respiration. The skin incision extends from a point just to the left of the sacrococcygeal junction down to the anal verge in the midline posteriorly. Both the somatic and visceral sphincters are divided between identifying sutures in the line of the skin incision. The mucosa of the rectum and anal canal is then opened in the same line. Fig The catheter can be seen traversing the dark prostatic cavity. The inset diagram of a sagittal section illustrates the basic anatomy of this fistula.
Fig lB shows three layers dissected out. The rectal mucosa has been freed from the underlying muscle, scar tissue has been cut away to freshen the edges of the circular and longitudinal muscle coats of the rectum, the prostatic capsule has been defined and the opening in the capsule closed by interrupted sutures of fine catgut. The inset sagittal section illustrates this closure in layers.
Fig ic, with its inset sagittal diagram, shows the rectal mucosa closed.
The posterolateral transsphincteric wound is now closed carefully in layers, using catgut sutures throughout, as previously described (Mason 1970) .
Results: Nine cases, 2 with rectourethral and 7 with rectoprostatic fistulk, have been repaired successfully by this method. All these patients had had previous unsuccessful surgery. They all regained normal micturition. Eight patients regained normal defaecation and full anal continence. One patient with congenital imperforate anus, who had struggled for twenty-eight years with a strictured incontinent anus and multiple urinary fistule, perineal, scrotal and penile, regained normal micturition but was advised to retain his iliac colostomy for the time being.
Follow Up of Lord's Procedure for Himorrhoids by Katharine Fussell FRCS (Royal Albert Edward Infirmary, Wigan)
Following the report of a new day-case technique for the treatment of hemorrhoids (Lord 1968), manual dilatation of the anus was used by the author on 53 female patients in a two-year period from April 1968 to March 1970. The reasons for using this method were the obvious advantages of a day-case procedure for women with families and the reluctance of many patients to agree to hiemorrhoidectomy because of anticipated postoperative pain.
A follow-up survey was undertaken by post because of geographical difficulties. It is possible that examination would have added little to one's assessment of the value of the procedure, as surveys of patients in hospital and general practice have shown that asymptomatic hemorrhoids are often found on routine examination (Gazet et al. 1970 ). Other authors have also considered symptomatic relief rather than appearance on examination to be the main criterion of success or failure with a particular method of treatment (Groves etal. 1971 ).
The patients ranged in age from the 20s to the very elderly. All were asked to fill in a questionnaire. An attempt was made to word this in simple everyday language, but this was obviously not entirely successful, as some forms were incomplete, and one was self-contradictory. Fortysix patients replied, some writing long letters in addition to completing the form: 35 reported 'success' and 11 reported 'failure'. Of the 7 who did not reply, 3 were temporary residents in this country, one had moved to an unknown address, and the other 3 did not respond after a second letter.
When this technique was first used, the special large dilators were not supplied to the patients as they were considered too expensive. Nor was the special clamp available for the excision of the prolapsed mucosa as an outpatient procedure. A number of patients complained of this prolapse, but were not sufficiently bothered to agree to admission. 
